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Once contaminating microorganisms have
migrated to and colonised a catheter’s intra-lumi-
nal surface, other methods of reducing the risk of
false-positive blood culture results from this
source are required. It has been recommended
that 6)10 mL blood is withdrawn and discarded
before a blood sample via an intravascular catheter
is obtained from adult patients. The rationale for
this is to remove any intra-luminal fluids from the
catheter’s dead space, as some fluids may inhibit
the growth ofmicroorganisms in blood cultures, or
may dilute the optimal volume of blood required
for culture [8]. Another advantage of withdrawing
and discarding the first 6)10 mL of blood is that
any microorganisms present in the lumen of the
catheter, particularly those not attached to the
catheter surface, can be removed. The volume of
blood to be withdrawn and discarded should be
assessed according to the patient’s characteristics,
including age and type of catheter in situ. It is not
evident from the literature whether this practice
has been adoptedwidely, but it would seem to be a
logical approach, particularly in view of the poor
sensitivity record of this method [2,3]. Further
investigations are needed to confirm the value of
removing and discarding blood from the catheter
before blood samples are collected.
In conclusion, because of the high additional
costs of blood culture contamination [1], we
recommend that, if it is necessary to obtain blood
samples for culture via a catheter, strategies for the
prevention of contamination of these samples
should be clearly defined and employed. These
strategies may include the use of needle-less
connectors, appropriate disinfection or replace-
ment of access ports, and the discarding of a
volume of blood before sampling for blood culture.
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The recent article in CMI by Furrows et al. [1]
pointed out the lack of specificity of a single
positive 50-kDa band in the electroimmunotrans-
fer blot assay for cysticercosis. Until now, such a
test has been considered to be 100% specific for
the diagnosis of Taenia solium cysticercosis. It is
accepted that only T. solium causes human cyst-
icercosis and not Taenia saginata. However, there
is a third human taeniid, Taenia asiatica, first
described in 1993 [2], for which the definitive
geographical distribution is still unknown. Some
specialists discount T. asiatica as a possible cause
of human cysticercosis because of its molecular
similarities with T. saginata [3], while others
consider that T. asiatica should be a candidate
for human cysticercosis until there is evidence to
the contrary [4]. At the present time, the possibil-
ity that T. asiatica could also cause human cysti-
cercosis is certainly significant.
In this respect, Furrows et al. [1] reported that
two of the apparently non-cysticercotic patients
showing positive bands in the electroimmuno-
transfer blot assay were parasitised by adult
tapeworms. Specifically, one patient harboured
T. saginata, and the electroimmunotransfer blot
assay yielded two positive bands. The authors do
not specify the patient’s geographical origin, or
the diagnostic procedure employed to identify the
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tapeworm species. The morphology of T. saginata
and T. asiatica proglottids is essentially the same,
but it would be possible to ascertain the species of
the tapeworm by using a multiplex PCR des-
cribed previously [5]. If the patient had harboured
T. asiatica instead of T. saginata, the positive bands
found would have confirmed the results obtained
by Pilcher et al. [6], who reported positive bands
with the T. solium electroimmunotransfer blot
assay in pigs with T. asiatica cysticercosis, but
reported no bands in sera from patients infected
with T. saginata.
It would therefore be interesting if Furrows and
colleagues could confirm, at the molecular level,
the identification of the Taenia spp. found in the
patients with positive bands. It is possible that the
bands result from a cross-reaction with T. asiatica
cysticercosis, as described by Pilcher et al. [6]. In
T. solium taeniasis, a high percentage of patients
with intestinal adult worms also present with
extra-intestinal cysticerci, which might also be the
case for T. asiatica. It should be taken into account
that T. asiatica cysticerci show a clear liver
tropism in their intermediate host (pigs). Conse-
quently, T. asiatica would cause hepatic cysticer-
cosis in humans instead of the muscle
cysticercosis, ophthalmocysticercosis or neuro-
cysticercosis seen with T. solium [7].
We would also suggest the use of imaging
techniques at the hepatic level or liver sonogra-
phy [8] for non-T. solium cysticercotic patients
with positive bands (with or without intestinal
tapeworms), with the aim of discovering cystic-
erci in unsuspected locations. T. asiatica cysticerci
lack rostellar hooklets, or have hooklets that are
much smaller than those of T. solium, so a subse-
quent morphological and ⁄ or molecular study of
the cysticerci would determine whether the spe-
cies in question is T. solium or T. asiatica.
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patient with T. saginata had visited Ethiopia and
Egypt, and had eaten raw beef in both of these
countries. The diagnosis of T. saginata was made
morphologically. Tapeworm segments are not
routinely retained after examination in our
laboratory, and the patient presented in the year
2000, so there is no material remaining which
could be submitted to examination by PCR. A
computerised tomography (CT) scan of the head
and a plain X-ray of the thighs of this patient
showed no evidence of cysticercosis. There is no
record of the individual concerned having visited
the Far East, so infection with T. asiatica seems
unlikely on geographical grounds.
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